
September 2, 1996 
 
 
MEMORANDUM 
 
TO:  Molly L. Rutledge, M.D. 

G. Douglas Larsen, M.D. 
D. Craig Smith, M.D. 
Dorothy Vincent, M.D. 
J. Henry Hershey, M.D., M.P.H. 
Elizabeth W. Roycroft, M.D. 
Joanna H. Harris, M.D. 

 
FROM: Suzanne R. Jenkins, V.M.D., M.P.H. 

Assistant State Epidemiologist 
 
SUBJECT:  LaCrosse Encephalitis 
 

As you can see by the attached information, there is reason to believe that more LaCrosse 
encephalitis may be occurring in Virginia than we are aware of.  I hope you will be able to share 
the medical information on LaCrosse encephalitis with the physicians in your District to help 
increase awareness and reporting.  You may want to prepare a cover memo that points out the 
disproportionate number of cases in West Virginia and the presence of the vector mosquitoes in 
Virginia.  
 

The Facts About California Encephalitis flyer is intended for the public.  It can be 
supplied to physicians for them to make available to their patients  and you can distribute it to 
the public through your usual methods. 
 

Please contact me if you have any questions about this material.     
 
 
               



 



LACROSSE ENCEPHALITIS 
 
General Information 
C LaCrosse virus is the most medically significant of the California viruses in the United 

States. 
 
C In recent years, California encephalitis (CE) has become the most common cause of 

mosquito-borne illness in the United States. 
 
C Approximately 100 to 200 symptomatic central nervous system infections (CNS) caused by 

LaCrosse virus occur in the United States per year, mostly in children younger than 15 years 
of age. 

 
Symptoms 
C Most infections are asymptomatic. 
 
C Symptoms usually occur 3 to 7 days after the bite of an infective mosquito and range from 

mild febrile illness to encephalitis or meningoencephalitis.  
 
C Fever, headache, nausa and vomiting are present in most patients.  The predominance of  

vomiting as a presenting symptom may lead to a misdiagnosis of gastrointestinal illness. 
 
C A stiff neck may be the major clinical finding in mild CNS infection. Lethargy, aphasia, 

incoordination, and focal motor abnormalities, even paralysis, may be present.  Convulsions 
occur in about one-half of the symptomatic cases. 

 
C Mortality in acute CNS disease is about 1%. 
 
C Sequelae include: abnormal EEGs 1 to 5 years later; persistent emotional lability in 10% of 

cases; and chronic epilepsy in 6 to 10% of all diagnosed cases.  
 
Laboratory Findings 
C Spinal fluid generally shows a modest pleocytosis that occasionally is largely granulocytic 

and exhibits normal or slightly increased protein concentration. 
 
C Peripheral leukocytosis in excess of 15,000 WBCs/mm3 is not uncommon. 
 
Diagnosis 
C The diagnosis of California encephalitis is serologic because the virus is not present in the 

blood or secretions during the CNS clinical phase of disease. 
 
C Diagnosis can be confirmed by demonstration of a fourfold or greater rise in serum antibody 

titer between acute and convalescent specimens.   Some laboratories offer EIA or ELISA 
tests for IgM antibody detection.  The Virginia State Laboratory performs an IFA test to 
detect antibodies to Eastern Equine Encephalitis, St. Louis Encephalitis, Western Equine 
Encephalitis, and California Encephalitis group viruses in a single sample or to identify sero-
conversion in acute and convalescent specimens.  Serum samples should be sent at 
refrigerator temperature to:   

 
Division of Consolidated Laboratory Services 
Immunology/Viral Isolation Group 
1 North 14th Street 
Richmond, VA 23219     
804-786-5142 

 (Continued)                       



 
Do We Have LaCrosse Encephalitis in Virginia? 
C From 1975 through 1995, only  3 CE cases were identified in Virginia.  During this same 

time period, 410 CE cases were reported in Ohio, 46 cases in North Carolina, and 145 cases 
in West Virginia.   

 
C In the years 1992 through 1994, 3 counties in West Virginia that border Virginia (McDowell, 

Mercer, Greenbrier) reported cases. 
 
C Through August 17, 1996, 13 cases of LaCrosse encephalitis were reported in West Virginia; 

the highest incidence was in south central West Virginia.  To date in 1996, no cases have 
been reported in Virginia. 

 
C In 1995, the Centers for Disease Control and Prevention conducted a retrospective study to 

identify unreported cases of LaCrosse encephalitis in children hospitalized in southwest 
Virginia during the previous 6 years.  Records on 5 children with compatible symptoms were 
identified and examined.  Serum from 2 of these children tested negative for antibodies to 
CE virus; the remaining 3 children were not tested.   

 
C The most important vector for LaCrosse virus is the treehole mosquito, Aedes triseriatus.  

This is the most common species of mosquito in Virginia.  A more recently discovered 
mosquito that also carries the virus is A. albopictus.  The presence of this mosquito in 
Virginia has been confirmed. 

 
Are so few cases of LaCrosse encephalitis reported in Virginia because there really are not 
many cases, or do the nonspecific symptoms of the disease and a low level of suspicion by 
medical care providers result in less frequent testing for CE viruses? 
 
Recognition and reporting of CE cases is important for targeting preventive efforts to avoid 
acute disease and the serious sequelae that can occur from LaCrosse infection.  Please help by 
considering the diagnosis (especially in children), ordering appropriate tests, and reporting 
suspicious cases to your local health department. 
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